Although it's far too early to do research study on the impact of hospice revisions enacted by the Balanced Budget Act (BBA) of 1997, it is possible to speculate. Speculation is a popular American pastime, as documented by daily round table discussions in every bar, grill and coffee shop across the country. The popularity and time consumption of speculation rests on its ability to be an exercise of opinion versus fact. Thus, it takes on a human characteristic called sounding off. The resulting catharsis may well possess therapeutic values not yet understood.
The format of this editorial is a telephone round-table, sounding off with hospice friends of the last 20 years. (All remain active hospice workers in a variety of job roles.) If you enjoy opinion versus fact, pull up a chair.
Our first topic for consideration, was the BBA's Section 4441: Payments for Hospice Services. The provision reads: "The hospice prospective payment rates will be updated by the hospital market basket minus 1 per-centage point for each of the fiscal years 1998 through 2002. In addition, the hospices will be required to submit such data as the Secretary requires on the cost of care they provide for each fiscal year beginning with fiscal year 1999." 1 Mr. Bean Counter, who generally is reserved and short on words, let out a squawk at that one. He said he had sided with the National Hospice Organization (NHO) a long time ago in making a strong objection to the abrogation by Health Care Financing Administrators (HCFA) of annual cost reports. Tragically, information needed to address the urgent needs of hospice today is not available. Such data reporting might have eliminated some of the nightmares generated by Operation Restore Trust and the inferred mistrust of hospices' financial integrity from the Office of the Investigator General. (That's not to say that all providers work from a pure heart, but the majority do.) Mr. Bean Counter does not deem this provision a mere requirement, but a necessity whose time has come a bit late in the life of hospice mandates.
Our discussion then turned to Section 4442: Payment for Home Hospice Care Based on Location of Service. The provision reads: "Hospice Services will be paid on the location where the service is provided, rather than where the service is billed (typically the urban location of the hospice agency)." 1 The effective date is for cost reporting periods beginning on or after October 1, 1997.
Miss Out Spoken was indeed ready to take off on this one. Her major contention was that the national wage index will never serve as an equitable tool for establishing hospice payments. As is typically true throughout rural America, the national wage index is lower than that found in most urban areas. Many agrarian hospice administrators are more than willing to tell you all about such inequities; you can spot one in a minute at the round table. They're the ones with deep circles under their eyes and overstuffed brief cases from the "too many hours and not enough sleep syndrome" inherent within the job. The hypothetical question here is the following: "Why is it assumed by anyone that rural hospices can survive with a lower payment rate while the miles traveled to cover large geographical service areas and other related expenses may be more than those incurred by hospices of a centralized coverage area typical to urban settings? In relation to salary expenditures for each hospice location, it may well take more nurses on call to provide the mandated 24 hour medical coverage throughout multicounty service areas to respond in time for urgent patient/family needs.
Over the noise of the table chatter comes the voice of Miss Candor from marketing, offering a look at the other side of the coin. No longer will it be profitable to establish urban hospice offices to take advantage of greater payments. There's at least hope that home town hospices might survive if there's really no monetary value in setting up hospice satellites miles and miles (even states) away from the parent city office. Payments based on location of services may be a friend to rural hospices despite the inequity of the wage index. However, outcomes of ensuing financial woes remain to be seen.
The third topic of discussion was Section 4443: Hospice Care Benefits Period. The provision "restructures the hospice benefit to include two 90day periods, followed by an unlimited number of 60-day periods. The medical director or physician member of the interdisciplinary team would have to recertify that the beneficiary is terminally ill at the beginning of the 60day periods." 1 The effective date is the date enacted. Nurse Nancy, who serves proudly the role of patient advocate, was quick to point out that this is a "retroactive" provision going back to the enactment date of August 5, 1997. While grabbing her coffee to go, Nurse Nancy reminded the table that this provision prevents a patient from losing their hospice benefit simply because they are noncompliant and outlive their projected prognosis of six months or less.
This was the point in the discussion where I became Ms. Tongue N. Cheek (every table has one). Certainty of the date of death is nonexistent in the world of hospice, where mystery prevails over any notion of an exact science founded on prediction. Not even doctors can pull that one off! Secondly, what's the true value of this provision in light of hospice length of stay (LOS)? According to Christa Farnon and Mary Hoffmann, 2 the average LOS in 1992 was 64 days nationwide. In their study, the LOS of the selected hospice was found to be 34 to 40 days. Tell me, who is going to be alive to utilize unlimited 60-day periods?
Next on the topic list was Section 4444: Other Items and Services included in Hospice Care. The provision amends the definition of hospice care to include the existing enumerated services as well as any other item or service that is specified in a patient's plan of care and for which Medicare may pay. (Existing services include nursing care; physical, occupational and speech therapy; medical social services; home health aide and homemaker services; medical supplies and appliances; physician, short-term patient care; and counseling.)" 1 Effective date: Effective for items and services furnished on or after April 1, 1998. Actually, the provision is but a clarification of what has been policy from the beginning: "hospice is responsible for providing any and all services indicated as necessary for the palliation and management of the terminal illness and related conditions in the plan of care." 1 There was not one present for the discussion who found this to be new information. Rather, they calmly restated what they have all said before. The payment rates are too low to cover the expenses of palliation involving radiation therapy and nar-cotic infusion therapy. But what's new about that one? There never has been additional payment required for care expenses that far exceed payment.
Contracting With Independent Physicians and Physician Groups for Hospice Services (Section 4445) was next for consideration. The provision "deletes physician services from a hospice's core services and allows hospices to employ or contract with physicians for their services. (Currently, hospices are required to provide directly for certain core services, including physician services.)" 1 Effective date is upon enactment. Quite frankly, there was little discussion regarding this provision. There seemed to be general agreement that recruitment of part-time physicians for hospices would be made easier and, for some states, the corporate practice of medicine issues would dissipate.
Section 4446: Waiver of Certain Staffing Requirements for Hospice Care Programs in Nonurbanized Areas was up for "sound off." The provision reads: "The Secretary is allowed to waive requirements with regard to hospices being required to provide certain services, as long as they are not located in urbanized areas and can demonstrate to the satisfaction of the Secretary that they have been unable, despite diligent efforts, to recruit appropriate personnel. For these hospices, the Secretary could waive specifically the provision of physical or occupational therapy or speech-language pathology services and dietary counseling." 1 Mr. Soc L. Service spoke to this provision with some passion in his voice. It's been a ridiculous notion from the very beginning to believe that nonurban hospices would be able to recruit a masters level social worker to comply to the previous mandates, not to mention securing physical or occupational therapy, speech language pathology services, and dietary counseling. A sincere effort to find these professionals should be made, but not to the point of jeopardizing an entire hospice program. This provision is reasonable and just.
The seventh item, Limitation on Liability of Beneficiaries for Certain Hospice Coverage Denials (Section 4447), brought some to linger at the table a bit longer. The provision reads: "Medicare's limitation of liability protection is extended to determinations that an individual is not terminally ill. (Limitation on liability: Medicare provides financial relief to beneficiaries and provides for certain services for which payment otherwise would be denied, if the beneficiary or provider did not know, and could not reasonably have known, that services would not be covered" under the hospice Medicare benefit.) 3 It was difficult to hear above the noise generated by this less than adequate provision. The statute in no way speaks to the denials by the HCFA of beneficiaries who allegedly do not meet the terminal illness eligibility mandates. This is where there must be a limitation of liability, which only makes sense where prediction is involved. There was a general consensus that HCFA should allow the hard work of NHO to determine guidelines for establishing terminal prognoses, which would take the burden off physicians and hospice medical directors-let alone staff. The absence of governmental guidelines is glaring. Doctor Good was totally frustrated by the lack of "tools" needed to make accurate determinations. National guidelines would do nothing but improve the proper utilization of services and encourage hospice referrals. With that came a round of "Here! Here!"
The final provision, Extending the Period for Physician Certification of an Individual's Terminal Illness (Section 4448), was brought to the table. The provision is concise and clear: "The specific, statuary time frame for completion of physicians' certification for admission to a hospice are eliminated. Physicians now will be required to certify that the beneficiary is terminally ill at the beginning of the initial 90-day period." 1 Only one comment was made by Mr. Practical-he's the one with the clipboard on his lap. "Should be done before any one is admitted to hospice," he said. We let it rest at that.
One last concern was raised before all hurriedly headed back to work. Retaining the privilege to serve nursing home patients has delighted us all. Further study to provide assurance of adequate palliation in a nonfraudulent manner is something many providers have asked for prior to the recent controversy. One should note that NHO "urged" the chairs of the House Ways and Means Committee and the Senate Finance Committee to ask the Office of Technology Assessment to research hospice care in nursing centers. Guess what? The request was ignored. 4 For a second time in the discussion, a voice was heard asking, "So what's new?"
The coffee is cold and the round table is clean. All are back to work. Projections of proposals are over, but not the effects of the therapeutic value of "sounding off." It's so nice being heard. Drop by the table some time.
